Immunosuppressed pa-Early surgical management may be safe in well-compensated patients.
tients are susceptible to complicated diverticulitis, but reports of this complication are scarce in heart graft recipients. To estimate the prevalence of acute diverticulitis in heart graft recipients, we retrospectively reviewed the cases of diverticulitis in a series of 143 patients who underwent orthotopic heart transplantation in a period of 10 years. Six (4 %) of these developed acute diverticulitis and required colectomy. All of them were male patients and were older than 50 years. Four patients underwent urgent laparotomy and colon resection with end colostomy (Hartmann procedure). The two other patients suffered from diverticulitis without generalized peritonitis and underwent laparoscopic sigmoidectomy with direct transanal end-to-end anastomosis. The postoperative outcomes of these six patients were satisfactory. As are other immunosuppressed patients, heart graft recipients are susceptible to diverticulitis.
Introduction
Since the clinical advent of cyclosporin A in the early 1980s, orthotopic heart transplantation (OHT) has become an alternative in the treatment of end-stage cardiac failure. Nowadays, long-term survival of heart graft recipients is usually achieved, but the complications of the immunosuppressive treatment are still life-threatening [11] . Digestive complications, including hemorrhages and perforations, are frequent and often require surgical management [7, 14, 21] . Diverticulitis may classically complicate immunosuppression, but reports of this complication are scarce in heart graft recipients.
The aim of this study was to estimate the prevalence of diverticulitis in our series of heart graft recipients and to evaluate the results of early surgical management of this complication in immunosuppressed patients.
Materials and methods
We retrospectiveiy reviewed the records of the 143 patients (mean age 54 years, range 15-71 years) who underwent OHT in the Cardiovascular Surgery Department of the University Hospital of Li6ge between January 1985 and December 1994. There were 115 male and 28 female patients. The standard immunosuppression regimen consisted of triple drug therapy with cyclosporin, corticosteroids, and azathioprine. In addition, a course of antithymocyte globulin (ATG) was given prophylactically in the early post-transplantation period. Rejection episodes were diagnosed by endomyocardial biopsies and were initially treated with pulse doses of cor- 
Results
Six of our patients (4 %) developed acute diverticulitis in the follow-up period and underwent colectomy. All of them were male and their mean age at OHT was 59 years (range 52-71 years; Table 1 ). The medical histories of the six patients showed that they were free of abdominal symtoms and pathology before the OHT. Azathioprine administration was interrupted in two of these patients because of the development of leukopenia.
Clinical features
Five of the six patients developed abdominal pain as the main symptom of diverticulitis (Table 2) , but in only one case did the clinical examination show signs of peritoneal irritation. One patient was admitted to the hospital because of abrupt onset of hematochezia. The occurrence of fever was erratic. The white blood count (WBC) and the acute phase inflammatory proteins were also erratic (Table 3) , but in each patient at least one of these laboratory tests was elevated.
Radiological investigations, surgical management, and outcome
Routine abdominal radiography showed free air beneath the diaphragm in three of the six patients (Table 3). Two of these patients (cases 1 and 6) underwent urgent laparotomy, which revealed a perforated sigmoid diverticulitis. For the third patient (case 3), the computed tomographic (CT) scan of the abdomen was inconclusive, and diverticulitis was diagnosed at the time of laparotomy. The abdominal CT scan for the second patient demonstrated acute diverticulitis. These four patients underwent sigmoid colon resection with left-end colostomy (Hartmann procedure; Table 4 ). The postoperative course was complicated by delayed wound closure and evisceration in one patient, and surgical repair was required. All of these patients underwent reintegration of the colostomy, which was complicated by acute rejection and pulmonary edema in the second patient, and by reversible, acute renal failure in the third patient. In the fourth and fifth patients, the CT scans of the abdomen demonstrated colonic diverticulitis with parietal abscess or mesenteric inflammation, but without perforation. These patients underwent fluid restoration, bowel rest, and broad spectrum intravenous antibiotherapy. After a few days of preparation, elective one-stage laparoscopic-assisted colectomies with primary end-toend transanal anastomosis were performed. Postoperative outcomes for these two patients were uneventful.
Patient 2 fell into a depressive neurosis, refused psychiatric support, and deliberately interrupted immunosuppression. He died from rejection 7 months after reintegration. The other five patients were alive and in New York Heart Association (NYHA) functional class I or II after a mean follow-up period of 1.5 years (range 6 months to 3 years). None of them had a recurrence of abdominal pathology.
